The Treatment of Irreducible Sigmoido-Rectal Intussusception in Old People.
By ZACHARY COPE, M.S. SOME two years ago I had to treat an old man suffering from intussusception of the sigmoid into the rectum. On looking up the literature, after the case, I found very little, if any, reference to the condition, and no help in its treatment. I, therefore, thought my experience worthy of record.
Mr. R., aged 82, complained of the passage of blood and mucous from the rectum, and pain in the lower abdomen. He had been perfectly well till six days previously, when the pain started, and frequent passage of mucus began. Blood began to be passed four days after the onset. Examination showed him to be a healthy looking man in good general condition. Nothing abnormal was to be made out by abdominal examination. The finger passed into the rectum felt a large swelling-an obvious intussusception-a few inches up. Blood and mucus were on the withdrawn fingers. Operation was performed the same evening. Under general anesthetic a paramedian suprapubic incision was made. There was some free-fluid in the abdomen. There were many seybala in the sigmoid. An intussusception of the sigmoid into the rectum for 3 or 4 in. was discovered. I tried to withdraw the invaginated part by gentle traction, whilst Dr. Kennish assisted by pressure on the apex of the intussusception with fingers inserted inio the rectum. All attempts failed and colostomy was decided upon. A loop of sigmoid was brought out, Spencer Wells' forceps were put through the mesentery, the abdomen was closed, but the gut was not opened. I waited several days before opening the colostomy, since there were no urgent symptoms. On November 1, when I intended to open it, I was informed that the patient had had the bowels open naturally several times, and that the flow of blood and mucus had ceased. Rectal examination showed that the intussusception was almost completely reduced owing to the long steady traction on the coil of sigmoid owing to its fixation to the abdominal wall. The Spencer Wells' forceps were withdrawn and ribbon gauze was substituted. A few days later the gauze was withdrawn, and the wound allowed to granulate over. The patient recovered well, but died six or nine months later from cerebral trouble.
There was no trace of growth at the apex of the intussusception. Attempts at reduction were stopped because signs of shock began to develop. Colostomy seemed then an inevitable procedure. The effect of continued gentle traction was only accidentally found out when the bowel was about to be opened a few days later. I wish to suggest that the anchoring of the sigmoid in the manner described may be regarded as a useful method of slow reduction of an intussusception at the sigmoidorectal junction.
Though these cases are rare, they cause anxiety as to treatment on account of the age of the patient.
The only similar case that I have been able to find in the literature is one which Sullivan, writing in the Boston Medical and Surgical Journal (1924, cxci, p. 1107) quotes from Delaunoy (Archiv. de Mdd. de l'Appareil digestif, 1923, xiii, p. 215) .
This relates to a woman, aged 55, who for a month had had attacks of diarrhcea. Then there had ensued three days of severe paroxysmal pains in the left iliac fossa radiating towards the perineum and accompanied by tenesmus. No more stools, flatus or blood were passed per anum. Colostomy was performed for irreducible intussusception at the sigmoido-rectal junction, but the patient died five days later from stercoramia. OWING to the frequency of dysenteric conditions in tropical practice and the difficulty in determining their true nature from laboratory investigations alone, the subject is one of exceptional importance to the tropical physician faced with making a correct diagnosis preliminary to efficient treatment.
AMEBIC DYSENTERY. A knowledge of the changes undergone by the bowel is indispensable in the diagnosis of intestinal amoebiasis and affords an index to the cure of this particularly intractable disease by any given drugs or combination of drugs. From the pathological aspect the chief difficulty experienced is the demonstration in every case of intestinal amcebiasis of the Entamceba histolytica, either in its active or vegetative stage or in its passive or cyst form. It is common knowledge that a patient may exhibit typical symptoms of the disease, or give a history of its main features, and yet intense pathological investigation may fail to reveal the causative organism in the fseces. It often happens that the cysts of Entamo3ba histolytica may be found in the faeces only after fifty successive examinations. Various concentration methods (as for instance that of Warrington Yorke) and the cultural method of Boeck and Drbohlav have afforded the pathologist a better chance than formerly, but it is from an examination of the bowel lesions themselves that the clinician will derive the most accurate information. The lesions of amoebic dysentery in the sigmoid and rectum are so distinctive as to be diagnostic and they extend, as is not commonly appreciated, far down the rectum, to the level of the internal sphincter itself. They are distinctive, as I have said, but differ considerably from the grosser lesions commonly seen in the post-mortem room or in a pathological specimen. After death the finer and more superficial appearances disappear and many of the lighter colours and tints assumed in life fade, so that the clinician will gain a poor idea of what he is likely to meet with from an examination of museum specimens. It is true that one cannot diagnose every case of intestinal amoobiasis by the sigmoidoscope, seeing that in a small proportion of cases (about twenty per cent.) the lesions are confined to the caecum and ascending colon far beyond the reach of any sigmoidoscope. For the appreciation of the finer changes the microscopic attachment to the eyepiece of the sigmoidoscope is almost essential, a lens magnifying three diameters makes an enormous difference. Not only can the character of the amoebic lesions be appreciated by sigmoidoscopy, but the amoebw themselves may be demonstrated in scrapings of the lesions by means of the long-handled Volkmann's spoon introduced through the sigmoidoscope. The edge must not be so sharp as to destroy the edges of the lesion and cause haemorrhage, nor yet too blunt to remove sufficient tissue. The material thus removed should be suspended in saline solution, placed on a slide with a coverslip
